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A Licensure survey was completed on December
1 9. 2014, at Consulate Health Care of
i Chattanooga. No deficiences were cited under
Chapter 1200-8-6, Standards for Nursing Homes,
171212015
Division of Health Care Faciliies
LABORATORY s i PPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
Q’?‘C&Gmb?vﬂé&:ﬁ /j’%;"’ﬂ
STATE FORM sadt GM4I11

if continuation aheat 1 of 1



